Background: Moral distress is the cognitive-emotional dissonance that arises when one feels compelled to act against one's moral requirements. The study aimed to assess the proportion of moral distress and associated factors among nurses working in Northwest Amhara Regional State referral hospitals in 2018. Methods: A cross-sectional study was conducted among nurses working at Northwest Amhara regional state referral hospitals from April 1-30/2018. A total of 423 study participants were enrolled in the study. A systematic random sampling technique was used to select the study participants. A pretested self-administered structured questionnaire was used to collect data. Moral Distress Scale-Revised (MDS-R) was used to assess the proportion of moral distress. Epi info version 7 for data entry and SPSS version 22 for data analysis were used. A binary logistic model was computed. Variables having p-value < 0.5 with 95% CI were used to declare the presence of significant associations. Results: A total of 423 study participants were enrolled in the study with a response rate of 97.4%. The mean (SD) age of the respondents was 30.62 ± 5.7 years. The majority of nurses 350 (85%) were degree and above holders in nursing. The proportion of moral distress among nurses was found to be 83.7%. Work experience 11-20 years [adjusted odds ratio (AOR)=2, 95% CI: 1.01, 3.34], perceived poor team communication [AOR=4.5, 95% CI: 1.78, 11.62], perceived powerlessness in decision making [AOR=3.3, 95% CI: 1.38, 7.87], inadequate staffing [AOR=2.96, 95% CI: 1.26, 6.97], and inappropriate provision of care [AOR=4.12, 95% CI: 1.55, 10.9] were significantly associated with moral distress. Conclusion: Nurses frequently experienced moral distress in clinical settings. Perceived poor communication, perceived powerlessness in decision making, inadequate staffing, and inappropriate provision care were the factors associated with moral distress.
Background
According to Andrew Jameton in 1994, Moral distress(MD) occurs "when one knows the ethically correct action to take but feels powerless to take that action". 1, 2 It is the negative feelings that arise when one knows the right course of action to take but is not able to act on it due to constraints or restrictions of workplace environment, time, and authority. 3, 4 MD is the experience of frustration and failure arising from an individual's struggle to fulfill their moral obligations to patients, families, and the public. 5 It is the cognitive-emotional dissonance that arises when one feels compelled to act against one's moral requirements. Moral distress is common in clinical practice because caring for the patient is a natural moral activity. 6 Clinical care involves the interfacing of multiple moral actors. 6, 7 MD is not isolated to one geographical location. 8 In the United States, one in three nurses experiences moral distress. 9 The source of moral distress may vary but it is associated with in disagreement in the patient care plan, not involved in decision making, restraint of healthcare resources, inadequate staffing, a continuation of futile patient care, poor communication and restricting patient's autonomy. 4 Moral distress has a deleterious effect on patients, nurses, and organizations which results in decreased job satisfaction, increased turnover, withdrawal from a job, and developing physical and psychological symptoms. 10 Moral distress hurts nursing practice and the patient treatment outcome as well as their performance and wellbeing that can influence the quality, quantity, and cost of nursing care. 11 Moral distress affects nurses' personality as well as their ability to work and continue working on the same unit. 12 Moral distress is facing the nursing profession because nurses are involved in all areas of healthcare. 13 Therefore, nurses can lose their capacity to care, fail to provide good care, devoid of patient contact, become emotionally aloof, deny their emotional pain, and become cynical and sarcastic. 11 Moral distress varies from individual to individual. When nurses cannot do what they think is right, they experience moral distress. 14 As a result, this study tries to investigate the proportion of moral distress among nurses in Northwest Amhara regional state referral hospitals.
Methods

Study Design and Setting
A cross-sectional study was conducted from April 1-30/2018. The study was conducted among nurses working in Northwest Amhara Regional State Referral Hospitals. Currently, there are three referral hospitals found in Amhara Regional State namely; Gondar University Referral Hospital (GURH), Felege Hiwot Referral Hospital (FHRH), and Debre Markos Referral Hospital (DMRH). Around 1155 nurses were working in these hospitals of those 598 nurses who were found in GURH, 327 nurses in FHRH, and 230 nurses in DMRH.
Source and Study Population
All nurses working in Northwest Amhara Regional State Referral hospitals were considered as the source population, whereas nurses working in the selected referral hospitals during the data collection period taken as the study population.
Sample Size and Sampling Procedure
The sample size was determined using the single population proportion formula through the Epi Info Stat Calc program with the assumption of; 95% level of confidence, 5% margin of error, and 50% of the proportion of MD. With this assumption, the estimated sample size was 384. Taking a 10% non-response rate, the final sample size was 423. The study participants were taking from each referral hospital with proportional allocation. The sampling frame was taken from each hospital matron office and the sampling unit was estimated. Then using a systematic random sampling method each study participant was selected in every person pattern ( Figure 1 ).
Data Collection Tools and Procedures
Data collection was performed using a structured questionnaire consisting of two parts. The first part focused on sociodemographic characteristics and the second part is on moral distress measurement. Corley's Moral Distress Scale (MDS) revised by Harmic (MDS-R) was used to measure the presence as well as the frequency of moral distress. The MDS-R consists of 21 items that describe morally distressing situations. Responses are given on a 5 point Likert scale ranging from 0 (never), 1(rarely), 2 (sometimes), 3 (often), and 4 (always/very frequently). For each item, a composite score is computed by multiplying the frequency and intensity scores. The total MDS-R score is obtained by summing up frequency multiplying by intensity scores and the result ranged between 0-16, and the total range is from 0 to 336. The Cronbach α or reliability test of the tool was 0.89. 15 Taking the summed responses those nurses who gave a response of rarely, sometimes, often, and always considered as having moral distress whereas study participants who gave never response considered as having no moral distress. Three-degree holder midwife nurses and three health officer supervisors have participated in the data collection process.
Data Processing and Analysis
The data were checked, coded, and entered into the Epi Info version seven, and exported to SPSS version twenty for analysis. Descriptive statistics such as means, frequencies, and percentages were used. Tables and bar graphs were used to display the findings. The binary logistic regression model was used to identify factors associated with moral distress. All variables whose p-value ≤ 0.2 in the bivariable logistic regression analysis were taken into multivariable logistic regression analysis. For the bivariable logistic regression; Crude Odds Ratio (COR) with 95% CI, and for the multivariable logistic regression; an AOR with 95% CI was calculated. The variables having p-value < 0.05 in the multivariate logistic regression model were considered as statistically significant and independently associated with moral distress. The backward stepwise logistic regression analysis method was used. Hosmer's and Lemeshow goodness of fit test was done.
Results
Socio-Demographic Characteristics of the Respondents
A total of 423 participants were enrolled in the study with a response rate of 412 (97.4%). The above half (55%) of the participants were female. The mean (SD) age of the respondents was 30.62 ± 5.7 years. Nearly half (51.7%) were married, the majority (90%) were Orthodox Christian, and (88.1%) were Amhara by ethnicity. The majority of nurses 350 (85%) were degree and above holders in nursing. One hundred ninety-five (47.1%) were junior nurses. The mean (SD) work experience was 6.9 ± 5 years, and 237 (57.5%) nurses were worked in the day/night shift schedule. Their mean (SD) salary was 176.37 ± 2.3USD per month ( Table 1 ).
The Proportion of Moral Distress
The overall proportion of nurses who reported moral distress was found to be 345 [83.7% (95% CI: 79.6, 87.4%)]. The proportion of moral distress was higher; in females 159 (46.1%), single in marital status 165 (87.8%), degree and above holders 25(92.6%), and in day/night shifting scheduled nurses 200 (84.4%). Regarding the frequency of MD, 128 (30%) reported very frequent moral distress (Figure 2 ).
Bivariable and Multivariable Findings: Factors Associated with Moral Distress
The binary logistic regression was used to test the association between variables. All independent variables were checked for association with the dependent variable using bivariate analysis. Variables with p-value ≤ 0.2 in the bivariable logistic regression analysis were computed into the multivariable Table 2 ).
Discussion
The proportion of moral distress was found to be 83.7% [95% CI: 79.6%, 87.4%]. Females and day or night shift scheduled nurses experienced frequent moral distress compared to others'. The finding of this study is in line with a study conducted in Belgium 80% 16 but, it was lower than a study in Rhode Island College 89%. 17 The difference could be attributed to the study period, socio-cultural variation, the knowledge and perception of participants, and study settings. Besides, there might be variation in sources of information, and working environment. The finding of the current study was higher than studies in the US (65%), Canada (58%), and Australia (72%). [18] [19] [20] The discrepancy might be due to the difference in data collection tools, work environment, sample size, organizational ethical climate, attitude, and knowledge of the participants. Regarding factors associated with MD; nurses having 11-20 years of work experience were two times more likely to experience moral distress than nurses who had experience 0 to 10 years [AOR= 2, 95% CI: 1.0, 3.34]. This is supported by a study conducted in Canada, the USA, and Egypt. 19, [21] [22] [23] In the nursing profession, the cumulative weight of distressing experiences is high. Nurses who experienced perceived poor team communication are nearly five times more likely to have moral distress compared with nurses having good team communication [AO=4.54, 95% CI:1.78, 11.62]. This is in line with a study done in Saudi Arabia. 24 This might be due to lack of awareness or knowledge and skills held by colleagues from other disciplines and professions, the effect on staff relationships, staff dissatisfaction and patient outcomes of care, including adverse events, medical errors, and compromises in patient safety, perceived loss of autonomy. This supported by other studies done in New Zealand, Turkey and Brazil. [25] [26] [27] Nurses who experienced perceived powerlessness are three times having probabilities to develop moral distress compared to unperceived powerlessness [AOR=3.3 95% CI: 1.38, 7.87]. It is supported by a study done in the USA and UK. 18, 28 This might be due to repetitive exposure to ethical dilemmas and limited collaboration in patient care decision making. Nurses' self-perceptions of powerlessness is a central theme in moral distress related to a lack of collaboration in patient care decision making and a lack of respect for their knowledge and expertise. 29 Repetitive exposure to morally stressful events can also result in an intensity of symptoms as new situations may evoke stronger reactions due to the recall of earlier distressing situations. 30, 31 Nurses working in areas of inadequate staffing are nearly three times more likely to experience moral distress compared with an area with adequate staffing [AOR=2.96, 95% CI, 1.26, 6.97]. This finding was in line with other studies in Iran and Uganda. 13, 32, 33 This might be due to the shortage of human resources being able to be one of the most important factors in creating stress. Studies introduce a shortage of human resources and high workload as important factors in the creation of stress in the workplace. 13, 34 Nurses working in environments where there are insufficient staffing ratios jeopardize patient safety and depletes overworked and resources to perform nursing care may not be readily available because moral distress had a relationship with resources and staff adequacies. 26, 35, 36 Nurses who exercised inappropriate care four times more likely experienced moral distress than those nurses who delivered appropriate care [AOR=4.12, 95% CI: 1.55, 10.9]. This finding was supported by studies done in Malawi, India, and Netherland. [37] [38] [39] Additionally, organizational ethical climate, limited resources, insufficient knowledge, and skill, as well as attitude of the nurses' decrease altruism, responsibility, experience and occupational interest of nurses are may influence nurses to deliver an inadequate quality of care. [40] [41] [42] [43] 
Limitation of the Study
This study did not assess the impact and the sign and symptoms of moral distress. The moral distress across the working unit was not assessed. Further research will be needed triangulated with qualitative design to explore the root cause of moral distress.
Clinical Implication of the Study
Delivering quality of health care is the ultimate goal of nurses and the hospital management to the patients/clients. Therefore, the study helps nurses to develop emotional wellbeing to deliver the quality of health care. It also helps the hospital managements to address and reduce moral distress among nurses in a clinical setting that affect their quality of life.
Conclusion
The proportion of moral distress among nurses was found to be high. Perceived poor team communication, inadequate staffing, perceived powerlessness in decision making, and inappropriate provision of care were factors associated with moral distress.
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